INTRODUCTION {#sec1-1}
============

Enlargement of the bone subjacent to the gingival area occurs in tori, exostosis, fibrous dysplasia, cherubism, central giant cell granuloma, ameloblastoma, osteoma, and osteosarcoma. The gingival tissue can appear normal or may have unrelated inflammatory changes.\[[@ref1]\]

Exostosis is bony hamartomas, which are asymptomatic, benign, exophytic nodular outgrowths of dense cortical bone that are relatively avascular.\[[@ref2]\] They are mainly of two types: Buccal and palatal exostosis. These benign growths affect both the jaws. Maxilla is shown to exhibit the highest prevalence rate of 5.1:1 in comparison to mandible with a male population afflicted more than females 1.66:1, in all intraoral locations.\[[@ref3]\]

The etiology of tori has been investigated by several authors; however, no consensus has been reached. Some of the postulated causes include genetic factors,\[[@ref4][@ref5][@ref6][@ref7]\] environmental factors,\[[@ref8][@ref9][@ref10]\] masticatory hyperfunction,\[[@ref10][@ref11][@ref12][@ref13][@ref14]\] and continued growth.\[[@ref15]\] Gorsky *et al*. summarised that the etiology of these common osseous outgrowths is probably multifactorial, including environmental factors acting in a complicated and unclear interplay with genetic factors.\[[@ref16]\]

With the growing emphasis on cosmetic dentistry and esthetics especially among the youngsters, surgical removal is routinely warranted for such lesions. The case report presented below illustrates the bilateral maxillary buccal exostosis and its successful management.

CASE REPORT {#sec1-2}
===========

A 24-year-old female patient was reported to the Department of Periodontology and Oral Implantology, Maharishi Markandeshwar College of Dental Sciences and Research, Mullana with the complaint of swelling in right and left upper buccal region since 2 years \[[Figure 1](#F1){ref-type="fig"}\]. The patient\'s medical and dental history was taken, which stated that the enlargement was familial in nature. She was not taking any medications, and she had no known drug allergies. There was no history of alcohol or tobacco use.

![Preoperative view showing enlargement at maxillary left buccal region](JISP-19-352-g001){#F1}

The overgrowth was a cosmetic problem for the patient. Transgingival probing revealed that the patient had thin gingival biotype, with underlying bony exostosis on the buccal aspect of both the quadrants of the maxillary arch. There was mild inflammation in the right side of the maxillary arch, and the probing depth were in the range of 2--3 mm. It was covered with thin mucosal tissue and did not interfere with speech, chewing, or other oral functions.

TREATMENT {#sec1-3}
=========

The patient\'s treatment consisted of patient education, oral hygiene instructions, mechanical debridement and periodontal resective osseous surgery. She was placed on 0.12% chlorhexidine gluconate twice daily mouth rinse, after scaling and root planning prior to surgery to reduce bacterial plaque and gingival inflammation. At the nonsurgical re-evaluation, there was no improvement in gingival enlargement, but the gingival tissues appeared healthier. Two weeks elapsed between the nonsurgical and surgical phases. Intraoral periapical X-ray \[[Figure 2](#F2){ref-type="fig"}\] and routine blood and urine investigations were found to be noncontributory. After explaining the patient the potential risks and benefits of surgery, an informed consent was obtained.

![Preoperative intraoral periapical of maxillary left buccal region](JISP-19-352-g002){#F2}

After giving appropriate local anesthesia, a full thickness mucoperiosteal flap was reflected to gain complete access to the exostosis by giving horizontal crevicular and vertical incisions. Following exposure of the lesion, a periosteal elevator was placed at the apical end to prevent inadvertent injury during excision. Resective osseous surgery was carried out in the following four steps: Vertical grooving/festooning was done to reduce the thickness of the alveolar housing and to provide prominence to the radicular aspects of the teeth, with sharp carbide surgical bur at approx. 7000 rpm speed handpiece. The greatest mesiodistal width of teeth guided the vertical cuts to a depth of approximately 1--1.5 mm in the cortical bone \[[Figure 3](#F3){ref-type="fig"}\]. Cooling with a copious spray of sterile saline was done. Radicular blending was done to gradualize the bone over the entire radicular surface. Flattening of interproximal bone was done since the interproximal bone levels varied horizontally. There small amount of supporting the bone was removed with the help of the chisel. Finally, the marginal bone was gradualized to provide a sound, regular base for gingival tissue to follow. The bone was removed with a chisel. Saline irrigation should also be carried out during chiseling since this generates heat. After removal of the osseous tissue, the flaps were positioned on a trial basis, and surgical site was palpated to determine the need for further recontouring. On obtaining the desired result, the flap was sutured with 3--0 silk.

![Vertical grooving at left maxillary buccal region](JISP-19-352-g003){#F3}

Routine postoperative instructions were given. The medications prescribed were, systemic antibiotic 500 mg amoxicillin and analgesic 400 mg ibuprofen every 8 h for 3 days. Patient was recalled after 1-week for suture removal and after 1, 3 and 6 months for further postoperative follow-up \[Figures [4](#F4){ref-type="fig"} and [5](#F5){ref-type="fig"}\].

![Six months postoperative view showing absence of enlargement at maxillary left buccal region](JISP-19-352-g004){#F4}

![Six months postoperative intraoral periapical of maxillary left buccal region](JISP-19-352-g005){#F5}

Chiseled marginal bone was sent for histopathologically examination and found that material was indeed just native bone that is, exostosis \[[Figure 6](#F6){ref-type="fig"}\].

![H and E stained section of the specimen](JISP-19-352-g006){#F6}

DISCUSSION {#sec1-4}
==========

In the present case report, based on patient\'s dental and medical history, it was difficult to ascertain a direct cause and effect. The patient was not on any medications. Disease was not familial in nature as the patient gave no history of such gingival overgrowth in her family.

False enlargements are not true enlargements of the gingival tissues but may appear as such as a result of the increase in size of the underlying osseous or dental tissues. The gingiva usually presents with no abnormal clinical features except the massive increase in size of the area. Buccal exostosis is benign outgrowths, which occur on the outer or facial aspect of the maxilla and less commonly, the mandible.\[[@ref17]\] They are usually painless and self-limiting, but occasionally may become larger in size. These lesions are found in about 3% of adults and are more common in males than in females. The functional influences may contribute to the development of exostosis. Therefore, the altered function in an individual may lead to exostosis development in genetically predisposed populations.\[[@ref16]\]

Usually the bicuspid and molar areas are the affected sites yet occasionally they may occur in other parts of the jaw, either as a smooth bulging of the bone surface continuous with the adjacent area or as discrete, multilocular spherical projections with a broad base that forms a nodular cluster.\[[@ref18][@ref19]\]

A differential diagnosis of Fibrous dysplasia and Gardner syndrome was made. Due to the lack of multiple polyposis of the large intestine; osteomas of the bones; multiple epidermoid or sebaceous cyst of the skin; particularly on the scalp and back; desmoid tumors; impacted supernumerary and permanent teeth in the present case Gardner syndrome was excluded.\[[@ref20]\]

Clinical findings of nodular protuberances on the buccal surface of the maxilla bilaterally below the muccobuccal fold in the molar region over which the mucosa appeared blanced in the present case ruled out fibrous dyslasia. As, fibrous dysplasia usually presents as painless swelling or bulging of the jaw with malaligned teeth.\[[@ref21]\]

In the present case, nonsurgical periodontal therapy alone did not reduce the gingival enlargement because it was bony enlargement, thus necessitating surgical intervention. Vertical grooving/festooning was the first step of the resective osseous surgery designed to reduce the thickness of the alveolar housing and to provide continuity from interproximal surface onto the radicular surface. Cooling with a copious spray of sterile saline is necessary so that the temperature of the bone is not raised beyond 47°C. Radicular blending is the extension of vertical grooving which gradualize the bone over the entire radicular surface to produce smooth and blended surface for good flap adaptation. It is indicated where thick ledges of bone present on the radicular surface, whereas it is contraindicated where thin, fenestrated radicular bone is present. Flattening of interproximal bone was done where interproximal bone levels varied horizontally. Gradualizing marginal bone was the minimal bone removal to provide a sound, regular base for gingival tissue to follow. Saline irrigation should also be carried out during chiseling, since this generates heat.\[[@ref22]\]

CONCLUSION {#sec1-5}
==========

Successful restitution of the physiological bony contour without any untoward complications was accomplished thus, affording as a viable therapeutic option whenever suitable indicated.
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